My presidential offering comes rather late in my tenure of office but I must remind you that, when you did me the honour of electing me in October 1968 this was a departure from former practice and, the programme for 1969 having been already arranged, I was let off until my second year of office. Another innovation was an annual dinner after the March meeting and it seemed appropriate that I should address you before the second of these functions in 1970 when we are also to have the added pleasure of inviting our ladies.
Being essentially a clinician and not given to orations of a philosophical or general nature, I decided to stick to my last as an ENT surgeon. History has played into my hands in that the Royal Navy has supplied me with a group of cases of which, up to 1959, I had not had any experience in my thirty-five years in the specialty. These were cases of the so-called juvenile fibroangioma of the postnasal space in young males. In a chapter contributed to the first edition of Scott-Brown's textbook 'Diseases of the Ear, Nose and Throat' in 1952, 1 stated that the only simple common tumour of the nasopharynx remained the fibroma and even this was rare and becoming apparently more so. It was to be distinguished from the ordinary nasal fibroma which has extended to the nasopharynx.
When revising this chapter for the second edition in 1965 I had to state that, having mentioned the apparent rarity of these tumours in England, I was faced with 4 cases in two years, reported in 'Mr Capps died on 12 June 1970 the Journal ofLaryngology and Otology in 1961 by myself, Irvine and Timmis, and I have now had a personal series of 8 cases, 6 from the Navy and 2 from the Luton and Dunstable Hospital where I worked from the 1940s until 1963.
I have also been in touch with the Army and the Royal Air Force and was extremely interested to learn that Brigadier H N Perkins had had 7 cases during his service as ENT specialist. He has been very kind in furnishing me with a resume of his cases.
The Royal Air Force have searched their records from 1958 to 1969 and are unable to find any cases. This they feel may be due to the fact that medical examinations for apprentice entrants take place between the ages of 16 and 17 years and anyone who has had symptoms of nasal obstruction or infection and perhaps ear trouble would probably be rejected. When one looks at the histories of established cases it seems likely that these tumours may be present and causing respiratory or middle ear symptoms some years before actual size or severe heemorrhage brings about a critical situation. However, it seems probable that there have been one or two cases among Air Force families which would not be in service records.
Etiology
This tumour is not a true neoplasm as there appears to be a tendency to spontaneous regression. It is confined to one sex, male; one age group, approximately 15 to 25 years; and one site. A hormonal factor active at puberty and of fairly short duration was an early suggestion. It is accepted, however, that it arises from the periosteum or perichondrium of the basi-occiput, basisphenoid, ethmoids or vomer, and irregular development of the skull base in foetal life or possibly during puberty may be a factor. Ossification of the basisphenoid takes place at about the 25th year. D A Osborn of the Pathology Department of the Institute of Laryngology and Otology, Gray's Inn Road, reviewed the literature of these tumours in 1959, presented 5 new cases and has discussed the morbid histologica features.
All cases discussed by Osborn (1959) showed unusual vascular structures which appeared to be of the nature of arteriocapillary anastomoses with a resemblance to that of the nasal erectile tissue. He concluded that these were not true growths but malformations of erectile tissue, their proliferative activity being largely the result of reparative processes consequent upon hmorrhap. To explain the sex incide-a t the initiating event would be generalized erectile tissue response, i.e. complete orgasm frequently repeated as a reut of masturbation, the physiology of sex supporing the belief that such an event occurs earl in;t nmjority of males, complekt orgasm in the femae being rarely achieved until well aftwr puberty. A hormonal factor _ by Hayes Martin of New York seemed 'to Oborn to fail to aacount for the linited llization of the tm, nd and og, when gven, had had no obvious efect. The -averag age of onset of the first symp is 15 years. In the soneis of 52 III, 'with this tumour described by Hinni (1958) of Finland the symptoms first appeared in the patient-at the age of 11 years and in the olde at 25 years. It has been estalished that nasopharyngal, angiofibroma dos not omr in females. The few supposed cases reted in femakle have invariably turnd out to be a pedunculatd fibromna or polyp on histological examinatton.
Pathology
The strtsture is almost pure fibrous tissue, covered with stratified epithelium but no caPsule. It is very richly supplied with blood vessels, many of which appear to be noncontractile and part of the tumour. This probably accounts for the very severe biemorrhages that occur when surface degeneration and ulceration take place or when surgical procedures are attempted. As a result of past ulceration the tumour sometimes becomes adherent to areas other than its pedicle.
There are two main types of angiofibromas, the non-recurrent and th,e recurrent types, and it is the vascular structure of the tumour which indicates the type. The total area of blood vessels is greater in the non-recurrent type, the vessels being of large calibre with few proliferative changes-in the vessel wall (Fig 1) . Where the number of vessels is great with numerous proliferative small vessels and occasional obliteration of the lum, there is marked liability for rapid growth and recurrence after treatment (Fig 2) .
Fortunately the nonreurret type is the commoner. Sometimes its rate of growth is such as to suggest a sarcomatous nature, and-even if the tumour is histologically benig the invasion of neighbouring structures by presue atrophy may have a fatal termination. By extension through the inferior orbital fissure they may invade the obt and, by spreading ope the face, giverise to the characteristic 'frog-face' deformity. By pressing through the cribriform plfte, or the larger foramina at the base of the skull, they may involve the brain.
Bbatia & Mishra of Lucknow, in a thorough survey of world literature in the Joawalf fLaryngology and Otology (1967), found only 9 cases of proved intracranial extension and reportd 4 cases in a seriesof92culled from al over Northern India between 1938 and 1964 . Thee cases of intracranialextensionwereadvancedandr ine largely asymptomatic. Soft tissue rdogical examinations produce a uniform shadow in the nasopharynx and show the extension of the 
Symptomatology
Early symptoms are associated with the obstruction of the postnasal space, interference with nasal respiration and resonance, nasal discharge, headache and middle ear deafness. There may be recurrent and quite severe haemorrhage from ulceration and necrosis. The extreme hardness of the tumour on palpation will distinguish it from adenoids, the common space-occupying lesion in this area in young people. It is to be distinguished from a sarcoma only by biopsy, and this involves risk of severe himorrhage, but cervical adenitis would almost certainly be an early concomitant in a case of sarcoma.
Treatment
There are three methods, which can be combined:
(1) Radiotherapy (interstitial or tele-): Radium needles, radon seeds or deep X-ray reduce the vascularity of the tumour and so its size; this treatment may be the one of choice if surgery is contraindicated.
(2) Surgery: This is now the treatment of choice with complete extirpation of the tumour and its extensions. (3) Electrocoagulation.
Surgical removal is complicated by the inaccessibility of the tumour and by the essential requirement that it be peeled from its bony attachment by a raspatory if such removal is to be complete and if himorrhage is to be controlled. Removal under direct vision through an approach suggested by C P Wilson has given very good access. This consists of detachment of the soft palate, and retracting it downwards and backwards. If greater mobility is needed the hamular process can be detached on one or both sides. It is then easier to control the very dangerous bleeding by direct pressure and gradual coagulation.
A report of a large series of cases, with results, was given by Figi (1940) from the Mayo Clinic where operative treatment had been abandoned since 1915 owing to the frequency of recurrence and the alarming hemorrhage encountered. In his experience interstitial radium or the implantation of radon seeds, with or without electrocoagulation (treatments being spread over periods of from ten weeks to ten months) had in 42 cases since 1919 given ultimate cure without any mortality from treatment. These results for long exerted great influence over the choice of treatment.
In recent years and certainly in the series of cases I am describing today from the Army and Navy, surgery with complete extirpation of the tumour and its extensions was the treatment of choice with modem endotracheal anesthesia and easy control of the airway and blood volume. Bleeding is easily controlled by packing, and bleeding points can be coagulated or ligatured at leisure. Radiotherapy should, in modem opinion, be used with great caution. It is now a recognized risk that, by irradiating young people for benign conditions, malignant change may well supervene after some years: in bone 3 -7 years, in leukiemia 3 -6 years, and in epithelial tissues anywhere from 12 to 50 years. In none of our naval cases did we give any pre-operative irradiation and at operation no great difficulty was encountered. In one patient, aged 26, the tumour was irradiated as it was very small and in view of his age it was hoped that regression was already taking place. A young boy who had a recurrent tumour was given 3,000 R to centre and 2,500 R to the periphery of a recurrence one year after operation. Lastly, there was a patient with whom we did not actually deal, who had had a pre-operative dose of 2,480 R before operation at Bristol in 1963. Up to the late 1950s some of us were in the habit of referring childrenwith obstinate eustachian obstruction or middle ear deafness, for a dose of irradiation. This is now completely out and even a keloid scar in a young girl was turned down by our radiotherapy department at St Bartholomew's Hospital.
Fitzpatrick of the Princess Margaret Hospi-tal, Toronto, published 12 cases in Clinical Radiology (1967) . Two of these were females (aged 19 and 36 years) but the histology was said to be significant. Most of them were advanced cases with severe symptoms in which it had been decided that surgery would be complicated and hazardous. He claimed that where there was bone destruction due to pressure of the tumour, complete healing and restoration occurred. The dosage of irradiation was kept to not more than 3,500 R and he quoted, with alarm, reports of cases which had had 16,000-18,000 R. Fitzpatrick stated that there was usually a latent period of up to two years before thrombosis and fibrosis caused shrinage. Androgens in 2 cases had no effect.
All except one male were physically normnal for age and sex. These cases were seen between 1946 and 1963. No clear indication of post-treatment follow up was given but all were apparently alive and well in 1967 -four years after the series ended so at least half of them probably had been well for a much longer period than four years. Prior to radiotherapy 16 operations had been carried out on 6 patients. In 2 cases surgery was necessary after irradiation. He quotes Windeyer as having treated 15 cases by irradiation in which he had not given less than 6,000 R in each case, though this was often the sum of multiple separate treatments and all of the cases were intractable. Batsakis et al. (1955) in America, Gisselsson et al. (1958) in Sweden and Massoud & Awwad (1960) in Alexandria have all quoted instances where ultimate malignancy occurred after repeated irradiation on cases which started as juvenile fibroangioma, most of them some years after the original lesion.
Prolonged follow up is imperative in cases which have had irradiation, and if patients leave their original clinic it must be impressed on them that they should take a history with them so that they can seek aid if they get recurrent symptoms, e.g. obstruction or bleeding, however long after apparent cure.
In case of doubt about the diagnosis a biopsy may have to be done but it must be realized that this may cause severe hemorrhage and the situation of the tumour may make packing a difficult business. The theory of spontaneous is questionable. After stating that the juvenile fibroangioma is similar in some respects to the hypertrophic angioma of infant, which tends to regress with normal ageing prooesse and is rarely seen in adult life, Stenberg comments that such a process in the appears more often to be unacknowkldd tranference from one aticle to another in the litetue rather than an actual event.
CASE SUMMARIES
Mr F C WCapps's Cases There were 8 cases in all, and ages rangd from 14 years 9 months to 26 years. Cas 1-4 were previously reported in the Journal ofLaryngology and Otology (Capps et al. 1961 (Fig 1) .
Discharged from Navy after civil offence. In Winchester gaol. Transferred on probation to Bury, Lancashire. Did not attend hospital as requested. Histology: Highly cellular, small type, many small blood vessels, no large spaces (Fig 2) . At St Bartholomew's Hospital it was decided that as this was a small tumour and, in view ofthe patient's. age, likely to be regressing, treatment by external radiotherapy (cobalt 60) would be the correct procedure. A dose of4,900R was given. Completed 12.10.65.
There was a history of left antral infection in 1964 and in June 1965 it was treated by antral lavage. Not an uncommon complication in these cases. While still at Haslar he had quite severe episodes of postnasal hiemorrhage whenever a pack was removed and on 23.8.65 he was transferred to London by helicopter.
On discharge from St Bartholomew's Hospital there was still evidence of gross left antral infection and when seen for follow up, although the postnasal condition was very satisfactory, it was advised that antral drainage was probably necessary and that since he was unlikely to be any use to the Navy outside the area of a large hospital the question of invaliding out should be considered. He was discharged from the Navy in 1966 and returned to Sheffield.
February 1969: His doctor reported that although repeated appointments had been made for examination by an ENT surgeon none had been kept. The patient was complaining of headaches and had personality problems. X-rays taken at Haslar in October 1965 showed swelling at back of nose on the right, possibly mucocele or tumour ofethmoids.
Haslar 10.11.65: Right external ethmoidectomy via curved incision around inner canthus of eye. Several large vessels ligated. After incision of periosteum ethmoid plate seen to be bulging forward. There had been some atrophy, leaving a sharp posterior edge. Anterior ethmoid artery clipped and divided. There was then seen-a smooth swelling at the back of the right nasal passage. The most prominent part was incised but no mucocele was found. The swelling consisted of a thick-walled multiple lobed tumour of rubbery consistency. Bleeding minimal. With a finger in the postnasal space the limits of its attachments were defined and found to be pretty extensive. It arose from the upper part of the posterior edge of the septum and there was a continuous attachment across the roof of the choana to the lateral wall of the nasopharynx, engulfing, as far as could be made out, the eustachian tube. The lower part of the tumour could be displaced forwards and separated laterally from the middle ethmoidal recess. Some of the tumour was removed by morcellement from the ethmoid region but it was decided to do no more until the histology had been investigated. Packing was placed in the nose lateral to the tumour and up to the frontal sinus which had been opened and found empty and not involved. The external wound was closed in layers over a tube drain. Remainder of nasal passage packed and patient returned to ward.
Histology, to everyone's astonishment, showed, after exanination by Ltre) wast sed. The antral pack was shorted grdally and finally removed on the sixth day; the nalpack finaly on the fourteenth day. lTe patet returned from sick leave with a nasal infection but this ekared up rapidly. The risht airay Wanow good but the left was still obsuced by the dit d sept-um. Ears were clean. After some months on duty agn he wu readmitted for submucous resection and is stillserving.
Cae 7 A J T, Naval pay office clerk, aged 19
October 1967: This patient had had recurrent rightsided nose bleds since January 1967. He was admitted to RN Hospital Haslar where biopsies from nose ad potasal spate were done. Brisk horhae. Diagnosis: Juvenile fibroagioma. Examination showed a tumour in the right choana. Tomogrphy and anglography showed that the tumour had eroded the pterygoid region, invaded the right antrum and eroded the anterolterl and posteroateral wall. Angicgraphy showed a large maxillary artery supplring the tumour. Operatin 31.10.67 (Mr L N Dowie): Ligation of the external carotid on the right side. Approach to the tumour via a Weber-Ferguson excision. A soft tumour approximately 3 x 2i inches (7 5 x 6 5 cm) was removed from the right antrum after removal of bone.
The main pedicle appeared to come from the pterygoid region, and the hard palate was not involved. A bipp pack was inserted and the wound closed.
Hemorrhage was not severe.
Post-operative progress was uneventful. The pack was removed on 7.11.67 without incident and the patient was discharged on 10.11.67. Follow up: July 1968: Clear of recurrence; submucous resection was carried out. He had a small oronasal fistula at the meedial end of the Ferguson incision; this was to be cloed later. February 1969: Very satisfactory. No recurrence of angioma. He has a smal lateral oro-antral fistula which will be closed in due course.
Case 8
Sub-lieuteant, aged 20 Seen June 1968. FromDartmouth. Two months before, the right nostril had been a little stuffy and there had been some bleeding, but nothing severe. Possible recrrence.
Previotas hisgry: Juvenile fibro n removed by Mr James Freeman in Brol in 1963 after pee-opeative iadition of 2,400 R. He was then a schoolboy and had been a for a Naval Cadetdip. He made an uninterrupted recovery and entered Dartmouth in 1965 after a medical e ation at Empress State Building.
He was one year at Dartmouth and one year in the Par East; swam and did all activities. IRjoined Dartmouth 1967 . There was scarringin the left side of the nsopbarynx where the tumour had been removed.
No sign of recrrunce (slides wer seen by me and diagnosis conf d at St Bartholmew's Opil). Rest ofuppre atory tact helthy, but audiogrwn showed a 40dB drop at 4,000 cydesi the left ea so I had to query his eligity for fl nties which he hoped to make hi line. No obvi came lbr this notch but he had been eed to gunfire out East although he always wore protectos. Histology: Large-space fibroangioma.
Brigadier HNPerkins's Cases
There was no complication and he was followed up until he was 18, when he emigrated to Australia. Further follow up overseas continues.
Case 12 Boy aged 12 Seen at Cambridge Hospital, Aldershot, at age 8 years with bilateral antral infection and 'allergy'. No tumour in nasopharynx. Intranasal antrostomy 1961. Nasal obstruction. By April 1962, when he was aged 12, a mass was seen in the nasopharynx. He was transferred to Millbank and a fibrous mass removed by transpalatal approach, diathermy through an Eve's snare being used to sever its attachment. Surgery was 'backed up' by 3,788 R from cobalt 60 Stabilitron. Histology: Angiofibroma, large cellular type.
When last seen, in 1970, his condition was satisfactory; follow up at Millbank continues.
Case 13 Boy Soldier, aged 17 S-en at Millbank in 1965 with a history of two months' swelling of right cheek. Right upper molars had been removed without improvement and on admission there was complete nasal obstruction and epistaxis. Besides the cheek swelling there was a mass on the same side of the palate diminishing in size as it reached the tuberosity of maxilla and pterygoid region. It reappeared above the hard palate, was lobulated and was blue in colour. There was a traumatic deflection of the nasal septum. The hearing was not affected.
It was thought to be a salivary tumour but fibroangioma was considered. Mr Myles Formby agreed, and he and Brigadier Perkins approached the mass in the cheek through a Moure's lateral rhinotomy, extended along the lower border of the orbit; the mass was dislocated from the canine fossa and the incision extended along the palate to the anterior pillar of the fauces, avoiding the parotid duct, and traced through the hard palate to attachment on the lateral pharyngeal wall between the pterygoid muscles. The nasopharynx was packed and the various incisions closed. Convalescence was uneventful. He is now 21 years old and fit. Scar on face is virtually invisible. Follow up in the Service continues. Fig 3 shows the tumour removed.
There were in Brigadier Perkins's series 2 further cases at the upper end of the age group with very small nodules which appeared to be regressng.-No treatment was adopted in these except to keep them under observation.
Conclusion
This series of cases of an unusual tumour arising within a reasonably short period of time in two of the fighting Services (Royal Navy 1958-68, Army 1952-69) must, I think, be an indication of the increasing value of specialization in the Services. There is no reason to suppose that these cases have not been occurring over quite a long period of time, but their true nature may have been missed or never recorded. Now, however, with specialists and consultants in ear, nose and Six were of the obstrwtive-um-dforming type, 2
were the type but cither of the typical Royal Navy Thei ages rnpd between 12 aIS yers and there was no m factor, e.g. build or pelrsonaity, &c., except that they were all male, and were already sexually developed. I do not intend to detail each case, but 2 stand out in my memory. The first was a mongol aged 16 whose tumour prested through both nostrils and the middle of his palate. The surfaces of the nasal portion were womr flat by contact with the back ofhis hand and yet at no time had he bled. The other was aged 14 -one of the two bleedersand his operation was slghtly delayed because of Memorial Day, a public holiday in the US. His mother had asked if he xit carry on his usual form oflife before admision inone week's time, and I replied that as long as there was no unusual activity thi would be all right. It was only two weeks after the operation that I discovered his normal activity was that of a high trapeze artistehe was the one who got thrown from trapeze to trapeze by his ankles via two or three bak somersaults. I suppose it all depends what you mean by 'unusual activity'.
Treatment: The only difference between the British and American rcnes was the ue of testostrone before and after the opaation as a hemostatic agnt. This was done because of some previos work by Butler et al. (1967) , at UCLA, who reported a diminution of blood loss at operation. I am not too convinced, but no case amongst the 8 required more than a 4 pint (22 1.) transfusion. The usu routine of exteral carotid ligation and a Wilson palae split was crried out in all cases but in 2 I had also to incise the buccal mucosa posteriorly so that I could put a finer around the bac of the maxilla and push a ptery-gomaxiHary extension cf the tumour back into the postuasal space. AU had a relatively uncomplicted post-operative recovery except the mongol who managed to remove (harmlessly) his postnasal pack on the first post-operative day.
To close I would like to put forward the following hypothesis, -not as an etiology for the disease, but possibly to explain why there is a marked geographical variation in incidence. Adenoidectomy is a rare operation in California and in many places with a good dimatedo we perhaps remove the target area in a large number of cases, a situation rather akin to the reduced incidence of carcinoma of the penis in circumcised males?
If this is the case, does the normal atrophy of the adenoids at puberty become altered, with, instead, a vascularized proliferation of fibroblast in its place? It would be of interest to know how many of the cases mentioned here had undergone adenoidectomy, as certainly none ofthe Americans had. REFERENCE Batdri M, Nahb. A M& Hanafee W (1967) Trans. Amer. Acad. Ophihal. Otolaryng. 71,92
